Is our suction apparatus rightly calibrated?
Sir, Suction apparatus is an important part of operation theatre and anaesthesia. Modern anaesthesia machine check not only includes the cylinders, pipelines, machine proper and breathing circuits but also scavenging systems and suction apparatus. [1, 2] Ensuring that suction apparatus is working appropriately and calibrated precisely is very important to avoid inadvertent, over or underestimation of blood and body fluid losses and unwarranted transfusions.
A 7-year-old 19 kg male child belonging to the American Society of Anesthesiologists physical status 1 was posted for elective adenotonsillar resection. Pre-operative anaesthesia evaluation was unremarkable with haemoglobin 13 g/dL. Intraoperatively, blood loss measured in suction apparatus was 250 mL without any saline wash. The patient was haemodynamically stable without significant tachycardia and was given gelatin of 250 mL in addition to the maintenance volume of Ringer's lactate. On suspicion that the blood loss was reaching the maximum allowable limit for the patient, we counterchecked the blood loss from the suction apparatus with a standard 50 mL Becton Dickinson syringe. To our surprise, it was found that suction apparatus jar was overestimating the blood loss by almost 125 mL. The surgery was uneventful. Post-operatively, we counterchecked the suction jar with 500 mL standard normal saline dyed with methylene blue with the help of ten Becton Dickinson syringes which measured 625 mL in suction jar [ Figure 1 ].
Blood loss thus overestimated may not be significant in an adult patient, but it can be seriously detrimental for neonates and pediatric patients undergoing surgery. [3] They can be inadvertently given excess fluids or blood transfusion with risk of complications and delay in post-operative recovery. [4] In addition to clinical signs such as tachycardia, hypotension and pallor, various other methods for estimation of blood loss include gravimetric methods (weighing of swabs), weighing of patient pre-and post-operatively, calorimetric methods, measurement of red cell volume by radioactively labeled isotopes, inferior vena cava diameters and collapsibility index. [5] The suction apparatus in use was manufactured by Jambotkar Medequip Pvt. Ltd. We have notified the manufacturers regarding the calibration errors and their reply regarding this issue is still pending. The need to keep a regular check on such machines in the operation theatre is of utmost importance.
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reversed, and her trachea was extubated when she was fully awake and responding to commands. After unremarkable preliminary neurological examination, she was shifted to the Intensive Care Unit (ICU) for observation. Post-operatively, in the ICU, she became drowsy and lethargic with tachypnoea (40/min) within 1 h. Arterial blood gas analysis revealed PaO 2 of 36 mmHg, PaCO 2 45 mmHg, SaO 2 73%; troponin I card test was found to be negative. Electrocardiogram showed global ST segment depression with S1Q3T3 pattern [ Figure 1 ]. Immediate post-operative chest X-ray was within normal limits. Pulmonary thromboembolism (PTE) was suspected, and bedside transthoracic two-dimensional echocardiogram revealed right ventricular hypokinesia with dilatation with normal left ventricular function. Computed tomography angiography of the chest revealed a clot in the left main pulmonary artery, occluding nearly 50% of the lumen with smaller clots visible in inferior branch of the right pulmonary artery [ Figure 2a and b]. After excluding other differential diagnoses and confirmation A fatal case of pulmonary embolism after lumbar spine surgery Sir,
We report a case of a 60-year-old, 75 kg female patient who presented with chief complaints of lower limb weakness with low backache for 2 years. She was diagnosed to have L4-L5 spondylolisthesis with L5-S1 intervertebral disc prolapse and was electively posted for discectomy and laminectomy, with instrumentation of the lumbar spine in prone position (posterior approach). On neurologic examination, her lower limb power was 3/5 bilaterally, with normal tone and bulk. Intraoperative course was uneventful, except for prolonged duration of surgery (8 h) and blood loss of 800 ml. At the end of surgery, patient's residual neuromuscular block was
